presented a soldier who had received a bullet wound in the forehead, the bullet passing through the ear and coming out of the scalenous region. The rotation test gave a mild responso. to the labyrinth. Radical mastoid operation was performed, namely a neuroplastic, employing the facial, spinal accessory and descending hypoglossal nerves. The end of the facial nerve, which was drawn out of the facial canal at the styloforamen, was joined to the severed spinal accessory where it enters the trapezius muscle. Then the descending hypoglossal was severed as low down as possible and joined to the distal (muscular end) of the spinal accessory. The united nerves were surrounded by small collars 'of fascia obtained in the neck regicn. This operation was performed in July and the patient now has some action in the lower part of the face.
Dr. Joseph C. Beck presented a soldier who had received a bullet wound in the forehead, the bullet passing through the ear and coming out of the scalenous region. The rotation test gave a mild responso. to the labyrinth. Radical mastoid operation was performed, namely a neuroplastic, employing the facial, spinal accessory and descending hypoglossal nerves. The end of the facial nerve, which was drawn out of the facial canal at the styloforamen, was joined to the severed spinal accessory where it enters the trapezius muscle. Then the descending hypoglossal was severed as low down as possible and joined to the distal (muscular end) of the spinal accessory. The united nerves were surrounded by small collars 'of fascia obtained in the neck regicn. This operation was performed in July and the patient now has some action in the lower part of the face.
Dr. Beck pointed out that it was of some interest to note that even if there was complete paralysis of the upper portion, still it was possible to secure considerable action, as was shown by the application of a deep sinusoidal current. The operation was not a difficult one, only made up of details.
'l'he second patient was a little girl, who had an acute mastoiditis in 1920 during an attack of influenza, and had suffered a recurrence this year. The hearing was now good; there was no trouble with the labyrinth. There had developed at the end of the third week, facial paralysis due to disturPance at the tip of the mastoid procesS'. She was operated on (simple mastoidectomy especially at the tip) at 11 o'clock one morning, and at 3 o'clock the same afternoon she had full control of all facial movement.s, which had remained since the day of the operation. There was a profuse discharge from the ear and great tenderness preceding the operation. The preservation of fun'ction of the' chorda tympani, demonstrated that the pressure was at the tip of the mastoid. This case was presented on account of the rapid recovery of the complete facial paralysis following operation on the mastoid process.
The third patient had recently had two radical mastoid operations performed by a general surgeon. She was flrst seen by. Dr.' Beck one week previously, when suppuration still persisted and there was 'present comp'lete facial paralysis of the left side. At the time of pt:esentation, in spite of the fact that there had been a complete facial paralysis, deafness and no reaction to the labyrinth, the patient was beginning to get some action in the lower portion of the face. The paralysis was no longer complete and Dr. Beck would not operate as long as tbere was a chance of further improvement. Some cases had finally recovered as late as a year after a mastoid operation. This patient was first operated in June, 1919, and again in January, 1920. The fourth patient was a man who J1ad been in the Balkan military service for five years as a gunner. Both ear drums were ruptured and one labyrinth was markedly involved. An acute facial paralysis had recently come on during an acute otitis in the left, chronically dischargiJlg ear. There was no doubt a real connection with the chronic suppurative condition to which attention had been calle.d by Moure (Bordeaux) who had seen many of these cases, and mentioned the dehiscence of the fallopian canal in which acute attacks were liable to set up acute facial paralysis.
Dr. Beck next reported a case of double facial paralysis of a girl six years old, who was now under his care, but too ill to be presented. There was a history of otitis media and the subsequent development of facial diplegia. The face was completely immovable, it being impossible to close the eyes or mouth, for some time, but at present there was a slight movement of some of the muscles of the face. The radiographic examination revealed nothing and the ear was healed, although there was bilateral suppuration in conne~ tion with .an attack of measles a sbort time previously. Dr. Beck bad seen tbree sucb cases, two of them being syphilitic and described as basal meningitis. He illustrated tbe above case by It number of stereoptograpbs.
Paraffinoma.
Dr. Beck presented a woman with redness and broadening of the nose, who had been operated ten years previously, at which time paraffin was injected in th~. region of the inferior turbinate for the relief of atrophic rhinitis. The patient was not seen for several years but recently returned. Her family physician had noticed some swelling about the nose and applied the rays of a solar lamp, and immediately following the use of the light tbere was increase in the swelling. It was the first case Dr. Beck had seen of a paraffinoma arising from injections within the nose, but he had had three ca·ses of paraffinoma resulting from injections outside of the nose. This patient, in contradistinction, had no pain, the peripheral nerves were not involved, and it was hoped that this complication could be prevented by treatment. A placebo of a mercury plaster was being used and a histologic' study of the mass would be made.
Another case demonstrated was a patient from whom para~ finoma had been removed. The removal relieved the pain but the growth was recurring in spite of all treatment. In this case the nose had been injected by a charlatan in this city, who is still performing the same operations. Dr. Beck thought it would be well for the Society to take some action regarding this work and keep the advertising out of the newspapers, if possible. He was convinced that paraffin should not be used in these cases.
Bilateral Otitis Externa and Media.
The last case shown was that of a boy with bilateral otitis media and externa, which did not respond to any treatment, local or general. Both tympanic membranes were perforated and there was present a bilateral suppuration from the middle ear. Diabetes was suspected but repeated examinations of the urine showed no sugar. Two weeks preYiously the patient developed a large carbuncle on his back, which convinced Dr. Beck that it was a diabetic affair and the patient was referred to Dr. Sutton for a basal metabolism test and blood: test and blood sugar was found in excess.. He asked the Chairman to give Dr. Sutton, who was present, the privilege of saying a few words about this end of the examination.
Dr. Don C. Sutton stated that he considered the case interesting on account of the blood sugar. After the boy had fasted all night and until about 10 o'clock in the morning, the blood sugar was .166 grams per 100 c. c. The normal was usually considered between .09 and .10 grams per c. c. blood. In a normal person the blood sugar rarely rises above .15 after ingestion of 100 grams of glucose. Along with the .166, the boy showed a basal metabolism of +16, which was probably to be accounted for in the increase of the blood sugar concentration. For years it has been recognized that furunculosis and other skin infections very frequently show increased blood sugar, and this is also found in chronic arthritis. Frequently when the local infection and arthritis clear up, the blood sugar returns to normal, but if the arthritis does not clear up the blood sugar remains high, even though the focal infection is removed. In this case the speaker thought that one of the factors of the continued infection was the high blood sugar. On a full di8t the patient did not show sugar in the urine, but in spite of that the blood sugar remained high all the time. In cases of hypothyroidism the blood sugar remains high and hyperpituitarism usually shows an increase also, following ingestion of adrenalin. In his opinion, part of the treatment should consist of a low carbohydrate diet in an effort to reduce the blood sugar within the normal range, and the patient had shown marked improvement on such diet.
Dr. Robert Sonnenschein briefly reported a case of Facial Paralysis.
which occurred at the Durand Hospital two months ago. The patient was a boy aged eleven years, who Was sUffering with scarlatina. He had had an acute otitis media for ten days and suddenly showed complete paralysis of all branches of the facial nene on the left side. The speaker realized that this was an urgent indication for operation, and did a simple mastoid operation. Within twenty-four hours there was a very slight improvement, which gradually increased, and within three and a half or four weeks function was restored, and the patient made a com· plete recovery. Dr. Charles H. Long presented the following report of Two Interesting Sphenoid Cases.
The cases which he presented belonged to the ordinary chronic suppurative variety of sphenDids, the diagnosis of which is easy, compared with those termed the closed or non-suppurative type, but not so the treatment, which is wholly surgical and often dis· appointing. Among the causes may be mentioned:
1. Anatomic anomalies of the sinuses. 2. Complications, local and general. 0.
Sinus habit. 4. Refusal of operative procedure by patient. :So Faulty surgical technic. Since he had had the good fortune to familiarize himself with these anomalies by the examination of more than a hundred cadavers, he could account for the failures. Every conceivable variation may be present even to the absence of the sphenoids altogether.
Fortunately the X-ray is of considerable service in demonstrating the size and relationship of the sphenoid cells, especially when they can be filled with a solution of barium in buttermilk, as suggested by Dr. John A. Cavanaugh Df Chicago, Dr. B. C. Cushway, also of Chicago, by following the method of Bond of ,St. Louis, has been able to give a fairly clear picture, but it is Of limited assistance in diagnosing the pathology.
Local complications, such as the suppuration of adjacent cells, growths of all kinds in the vicinity must be reckoned with.
The general complications such as syphilis, Bright's disease, and diabetes, etc., all interpose obstacles to successful treatment. Again, when bacteria of a specially virulent type, find shelter here, a favorable prognosis must be given with caution.
Almost every rhinologist meets with certain individuals who suffer from a chronic sinusitis of one sinus or another of one form or another, and in spite of surgery, topical applications, vaccines, tonics and change of climate, the sinus changes but little as time goes on.
The nasal tissues seem to have acquired a habit of secreting abnormal material and the physician seems helpless to eradicate this habit.
Whether we are dealing with an a,cquired habit of inherited con· dition of the tissues he was not able to state. Of course, there always remained the possibility Df there being a hidden cause that had not been recognized.
In considering faulty surgical technic we are reminded that most of this is performed by the general surgeon, who cleans out normal structures of the nose as readily and as expeditious,lv as p.e cleans out a post-partum uterus. The poor deluded patient Is destined to finish his worldly career with an incurable nasal catarrh, which is avoidable if the surgeon had been as conversant with the modern surgical procedure of the nose as the rhinologist.
It is only thirty-nine years ago that we were told that the sphen. oid sinus "was beyond the range of manual and instrumental at· tack," but we are now able to carve its borders with much satisfaction to ourselves and still more to our suffering patle~\..
Then we have some patients who absolutely refuse any operation whatever, but thanks to the higher educational standards of our fraternity, this class of individuals are becoming more scarce.
The first case which Dr. Long presented was a woman who came to him May 22nd, 1920, complaining of noises in the ear; pounding and some deafness; she had had a feeling of closure in the ear for ten days. There was dried secretion in the mouth every morning. The nose was obstructed, especially in the right side.
An X-ray picture, taken May 26th, did not indicate sinusitis, or pus in the nasopharynx; there was no discharge from the nose. He removed the middle turbinal and exenterated the posterior ethmoid cells which contained small polypi. The pus from the sphenoid sinus was irrigated and the osteum was enlarged to about 4 by 6 m. m. A few days after the operation the ear symptoms subsided and have not returned since. From the middle of October to the Christmas season the patient was practically well.
The other case was that of a man who complained of frontal headaches. The eyes were refracted and the pain partially relieved. On November 23rd, 1920, he had the left middle turbinal, a spur from the right side of the septum and the uvula removed. A tonsillectomy had been performed in May, 1919. Examination of 'the nose showed a high deflection to the left; the posterior ethmoid cells were discharging at the site of the recent operation on the middle turbinal, and a synechia between the remnant of the middle turbinal and the septum. On Januar~' 8th the posterior ethmoid cells were removed and the sphenoid irrigated, removing considerable pus; the ostea was enlarged and a small polypi removed. On March 3rd, the nasal and ethmoid walls of the sphenoid were removed. This patient gave a history of meningitis in early life. For more than ten years she suffered attacks, epileptoid in character and was very much depressed mentally, considering epilepsy to be a disgrace.
She came to Dr. Brawley for examination, at the suggestion of Dr. John R. Newcomb, of Indianapolis, December 15. 1917. At this time she was suffering from severe headache, temporal and occipital in character. Slight relief only was obtained from opiates. These headaches had followed an intranasal operation on the left side. The left eye showed great in,iection of the vessels of the bulbar conjunctiva and puffy red lids. The left vision was 6/12-. The visual fields showed large paracentral scotomata in both eyes.
The nose showed partially exenterated anterior ethmoid cells and a partial removal of the middle turbinal on the left side. Suction showed slight secretion in the recessus sphenoethmoidalis.
*See page 744.
There was rough bone in this area. The left antrum after opening and irrigation was negative. The left anterior sphenoidal wall measured 6 c. m. from the pyriform margin and this was confirmed by radiographs. The ethmoidal and sphenoidal walls were eburnated.
As suction at once relieved the severe headache, drainage of the posterior ethmoidal cells and sphenoid was decided upon. Operation on the left sphenoid and ethmoid was performed on December 21, 1917. There was moderate hypertrophy of the mucosa in the ethmoid cells and the laminae and cell walls were eburnated. The sphenoid was very shallow and when a portion of the anterior wall had been removed an opening with rough bone edges was seen in the posterior wall in the superior external region, through which the dura protruded and around the dura as it pulsated in the opening, a thin pus exuded. The distance to the floor of the subdural space was measured through this perforation and a long slot cut with the burr through the posterior sphenoidal wall near the floor for drainage. To enlarge the_ original opening would have made an opening impossible to close afterward. For about ten days thick greenish pus and blood drained from the lower opening. A probe was passed 10 c. m. from the pyriform margin or 31h c. m. beyond the posterior sphenoidal wall. Progress was uneventful. The vision improved from 6/12-to 6/5+. The enlarged blind spot contracted to normal and the entire left field of vision became normal. The perioration and operative openings were closed by trichloracetic acid stimulation of granulations. The paracentral scotomata first observed proved to be excessive enlargement of the blind spot.
The patient returned to her home, but on March 8, 1918, came for examination because of epistaxis and pain about the right eye and ear following rhinitis. The left operative field was negative. The right sphenoid contained mucopurulent secretion which was removed with compressed air several times and symptoms subsided.
• July 9, 1919, following an attack of influenza, the eyes were much inflamed With injected conjunctival vessels over the globe. There was vertical pain extending to the right ear. The cultures from the conjunctival sac were negative. The right posterior ethmoid showed hypertrophies and suction brought a thick, bloody mucopus followed by relief of pain. Vision had dropped to 6/12 in the right eye. Some vertigo and right-sided tinnitus were present. The ethmoid and sphenoid of the right side were ouened and drained, and the headache and nasal drainage relieved. The visual field of the right eye was very irregularly contracted with paracentral scotomata. Vestibular tests were begun, showing lowering of all labyrinth reactions. These were not completed as the patient was given a complete rest following operation.
Following the operation on the right side, the patient remained in an epileptoid state for two hours, but was entirely normal mentally thereafter.
Dr. Brawley saw her one month ago and she stated that she had gained forty pounds and had never known such gQod health.
With each attack she experienced headache, markedly injected eyes and lids, short attacks of vertigo and tinnitus, lowered vision, marked enlargement of the blind spot, atypical epileptoid seizures. All these conditions immediately subsided with sinus drainage.
In searching the literature Dr. Brawley has been unable to find a parallel case; all similar cases ended fatally. No doubt the chronic nature of the infection and the fact that the staphylococcus aureus was the infecting organism lwntributed to make recovery possible. DISCUSSION.
Dr. Bertram C. Cushway 'Stated that some experimental work had been started in the Roentgen Department at the Post Graduate Hospital in an effort to work out a method whereby the sphenoidal sinuses could be shown to better advantage,but the results' so far had not been as gratifying as they wished and had hoped for. There were many difficulties to be overcome in this work. They have tried Dr. Law's position for showing the sphenoid, but it did not seem very successful. Dr. Bond of St. Louis had recommended throwing the head back or propping the patient ba,ck so that the rays shot from 'below through the chin, and the speaker believed this was a better methoj.
The idea of injecting the sinuses with barium is to bring out their exact position in order to be able to figure out the proper angle, 'so that they could always be definitely shown on an X-ray plate or film in such a manner that they would not be confused with surrounding structures.
So far very little that is satisfactory has been done, for in most instances the barium injection ran out of the sphenoids before a picture J30uld be obtained.
It is difficult to determine. the proper angle for this work, as individuals have different contours; also the sphenoids vary in size and shape and in some instances are absent. He has purchased a little instrument to use in figuring out the proper angle and is making a series of plates, hoping to be able to get a good average angle to use on all cases. At a later date he hopes to be~ble to give some interesting definite information for taking sphenoid sinuses.
Dr. John A. Cavanaugh said he had reported the use of barium suspended in buttermilk, but had noticed. that many of the cases after injection complained of headache. Dr. Hubeny suggested the use of malted milk and Dr. Cavanaugh found that by substituting malted milk his patients had no more headache, so has used barium suspended in malted .milk entirely. After injecting the solution, Dr. Cavanaugh always places a little piece of cotton at the opening, and has had no trouble with the solution running out before the picture was taken. After taking the picture, it is a simple matter to remove the cotton. Dr. Cavanaugh, wifh the aid of Dr. Hubeny, has been doing considerable work along this line during the past year, and plans to present a paper on the sphenoid a little later.
Dr. Charles H. Long said he had been ,disappofuted in regard to the cure of the case and was glad to hear someone say that it would be two years before healing could be expected. In two of the cases he dried out the sphenoid with hot air ilitroduced by means of a eustachian catheter attached to a little electric apparatus, and then applied carbolic acid, following this by alcohol. This produced .considerable reaction, accompanied by a severe headache lasting for twenty-four hours. The later effects of this treatment seemed to have lessened the discharge and improved the patient's condition.
Dr. Charles M. Robertson stated that he had seen pulsating sinuses occasionally, although they were not common. He had seen one case with pulsation from the internal carotid artery, and had heard of a case that occurred in the sphenoid 'sinus in which the pulsation caused the patient's death, the artery having been injured. Curettage caused a break in the carotid artery wall and the patient succumbed in a few moments. He warned that one must be very careful in attempting curettage because statistics show that in 10 per cent. of the cases the carotid artery occupies a place in the sphenoid sinus itself and where a dehiscience exists it is usually on the uoter wall of the sinus. Ordinarily the carotid artery is pretty tough so it can be rubbed with the curette within bounds of safety, unless it is attacked from a lateral direction. If one keeps parallel to the lumen of the vessel there is not likely to be trouble. Cavernous sinus hemorrhage would 'not be as dangerous as the other'. Dr. Robertson had seen the cavernous sinus torn in the Gasserian operation; the bleeding was very profuse but after a little tamponage it was easily controlled, requiring no pack. He used to think this was a very dangerous place, but after seeing some general surgeon,s do the Gasserian operation, he decided it was not so dangerous as he had thought. In one case he operated there was a terrific pulsation during the operation, which alarmed him greatly and he did not pursue the operation to any great extent after the pulsation began, but the case made an uneventful recovery.
As to the extradural abscess, Dr. Robertson had seen about four cases arising from sphenoid abscess. -One interesting case was that of a man Who had suffered with a chronic sphenoiditis for years. No history could be elicited, for the man did not seem to know much about himself; he had periodic attacks of insanity, during which he would disappear for a time and would probably be located in the gutter somewhere -and would not know where he had been. He would straighten out and get along "like a good M.ethodist" for a while and then go away again. When he was first seen by Dr. Robertson he was in bed, the breathing was stertorous, the pupils contracted to pinpoint size and he was in the throes of death. It was impossible to examine the eyes because the pu-pils were so small, and when a light from an ophthalmoscope was thrown into his eyes they moved so it was imposs.ible to see in. The temperature was 104 0 F., graduaUyascending, the pulse was rapid and weak and there was an appearance of profound sepsis. The only definite available symptom was the discharge running down th~posterior pharyngeal wall. The discharge was not profuse but was of the yellow varnish type seen in the suppuration of the. sphenoid. The patient had been seen by several men, neurologists among others, and the diagnosis was made of a luetic gumma, tumor or abscess. Dr. Robertson told the physician in charge he thought it was an extradural abscess from the sphenoid and that he would open it if they wished. The patient was removed to a hospital and the sphenoid was opened. It was not necessary to do any preliminary operating on account of an old atrophic condition in the nose, the anterior wall of the sphenoid being in view from either side. The sphenoid was opened, then the posterior wall was broken down' and as he got into the sphenoid he could see a mass on the yellow wall. In curetting the posterior wall he got into the cranial cavity, when there was a sudden gush of blood and pus, which almost drowned the man.. He thought he had ,broken into the internal carotid and expected the man to die. The patient was turned on his side with his face down, and within a few minutes the hemorrhage seemed to have spent itself and he found he could go through the sphenoid into the extradural· space. The man was operated on without ether and the next morning was conscious and able to answer questions. He went on uninterruptedly for five or six days, when the physician in charge thought he should have some vaccine and give him a shot of 275,000,000 staphylococci. This was done at 10 o'clocl. in the morning, and at four in the afternoon the temperature was up to 103 0 and continued to rise one degree per hour until it reached 108 0 or 110 0 F., and the man died. There was necrosis of the posterior wall of the sphenoid and the hemorrhage came from the basilar plexus.
In another case the patient had a false epilepsy due to an abscess in the sphenoid. The nose was first operated and the anterior wall of the sphenoid was removed, at which time a large piece of bone was removed from the posterior wall. The sequestrum was at least 1 c. m. in diameter. A little pus oozed from the space, and on introducing Shafer's curette, it dropped in to 11c. m., being 3 ,c. m. deeper than the sphenoidal wall. It was an extra'dural abscess and the case went on to uneventful recovery.
Another case was a syphilitis otitis in which the sphenoid was destroped so that the curette could be put down to the posterior edge of the foramen magnum. Dr. Robertson thought this was not an unusual process.
He had had one case in which the lateral X-ray picture showed what appeared to be four sphenoidal sinuses, each below and posterior to each other. He believed in that case it was a syphilitic ostitis and the sinus or sinuses were small spaces hollowed out of the syphilitic osteitis. These cases improved on immense doses of antisyphilitic treatment, followed with mercury over a long period of time.
Dr. Joseph C. Beck stated that when he first tried the plan of compressing the jugular, it was purely by accident, because in that particular case he was thinking of the eye condition and the possibility of a cavernous sinus thrombosis. In the case of the man with the exophthalmos reported llY Dr. Pollock, although the fundus did not show the condition he thought perhaps there was something behind the eye balls, so he compressed the jugulars and then saw the pouring out of the pus from the sphenoid. Subsequently, in cases where there was a similar condition, this had proved to be a valuable symptom. Dr. Brawley had a patient with recovery from a condition similar to some of Dr. Beck's ·cases with fatal termination. He had always kept away with any surgical intervention from the posterior wall of' the sphenoid when it was found to be soft or eroded. In view of the fact that there was so much danger of setting up a hemorrhage, which could prove fatal, he believed one should leave the posterior wall alone, unless one was certain that there was an abscess in that regIon. He believed most of these cases were syphilitic.
Dr. John Cavanaugh said he was not prepared to report this case, but would give a brief outline. The patient, a man, was thrown from an automobile about eight months ago. His skull was fractured and he bled from both ears and the nose. Hemorrhages occurred at various intervals and three weeks ago he lost two pints of blood. The hemorrhage came like a cloudburst, all at once, then stopped, and it made little difference whether the nose was packed or not; th-e bleeding would last for about three minutes.
Dr. Cavanaugh first saw the patient two weeks ago. He was very anemic and a transfusion was done. On examination with the pharyngoscope, pulsation could be seen, evidently in the sphenoid area on the right side. On the left side there was nothing a·bnormal; the septum was pushed over, due to the pack on the right side. Dr. Beck, Dr. IgIauer of Cincinnati and Dr. Perry Goldsmith of Toronto examined the patient very carefully, and nothing definite was decided exce.pt that the packing should be continued.
The source of bleeding was still a question. A postnasal pack moistened in Monsel's solution was used, and changed every few days. The patient had improved somewhat since the packing was used and the headache had not been so severe. The coagulation time was five minutes. Partial optic atrophy of the right eye was present. The wife stated that about two months after the accident, after the patient had left the hospital, she noticed that there was a distinct bruit which she heard four inches from his head. She did not know how _long the sound had been present. The Wassermann reaction wa:s negative.
Dr. J. Holinger reported the history of a woman who had been treated during four or five months by a Christian Scientist for chronic headaches on the right side with gradu'al loss of vision in the right eye. The vision became so bad that she had to give up her work and the eye felt as if it was frozen. A sensation of total numbness was :present. Examination showed that she could not. count fingers at close range with the affected eye. The left eye was normal. Roentgen examination showed increased density over the whole right side, frontal ethmoid, sphenoid, and maxillary sinuses. The patient was first seen by Dr. Holinger two weeks previously; when intranasal examination showed almost normal conditions, especially no pus could be seen, either medial or lateral of the middle turbinal. The middle turbinal was not enlarged and pinkish. The patient could breathe through the right side most of the time and there was no difficulty with the left.
The middle turbinal was removed, the history and the X-ray findings made it necessary. A large mass of granulations was found underneath the turbinal. When the rear end was removed there was a gush of very foul smelling pus, and in the midst of the operation the patient suddenly brightened up and said, "I am beginning to see!" This first improvement in vision was temporary. It bl!came permanent during the next few days when the condition cleared up, and the foul odor disappeared after daily washings with boric acid solution. There was very little secretion now and the vision had improved until it was equal in both eyes. The sphenoid was side open, so that one could see into it, and the patient returned to work.
Dr. Holinger explained that the course of this history seemed to throw some light on the question whether the loss of vision was due to pressure against the optic nerve or to poisoning of the surrounding tissues from the accumulation of decomposed pus in the sphenoid and posterior ethmoid sinuses. The sudden improvement as soon as drainage was effected, the disappearance of the improvement when a bloodclot filled the sinuses towards the evening of the first day after the operation, and, finally, the permanent and gradual improvement when in the course of ten days of the after treatment, the blood-clot and the secretions were gradually removed, all speak for pressure as the cause of the loss of vision. If poisoning of the tissues haJ been the cause, the course would have been different.
;Dr. Harry Pollock said that Dr. Beck had covered the points about curettage in any case of sphenoidal trouble. He agreed with Dr. Beck that it is always dangerous to do any curetting on the posterior lateral wall for fear of injuring the carotid or cavernous. Dr. Pollock had never seen a case of cavernous bleeding by. curetting the sphenoid. He had reported a case of suspected intracranial tumor before the Chicago Neurological Society. WThile investigating the sella there was a sudden rush of blood which almost exsanquinated the patient. They packed in gauze, with stitches through the dura and scalp in order to get the patient back to her room before death occurred, but about twenty minutes afterward she said she felt fine and she made an uneventful recovery. The gauze was removed gradually and the patient lived for at least a year, and gave birth to a child during the year following operation.
In the second case Dr. Long had showed Dr. Pollock detected a slight pulsation. The patient said it hurt her nose a little to dilate the nostril so he did not attempt to make a thorough examination. He believed if the jugulars were always compressed more cases would be found than were usually suspected.
In taking a spinal fluid and blood Wassermann tests a luetic infection .is discovered in almost all of these cases, and in those cases Dr. Pollock thou~ht there was always a necrosis, an oste· itis of the floor of the lateral wall of the sphenoid, which went down to the body, probably to the basilar process. All these cases required a long time for recovery and all of them had received treatment with mercury and potassium iodid fot at least a year, and all but two cases finally cleared up. Dr. Alfred Lewy said he had also noticed the pulsation in the case of Dr. Long's and asked if Dr. Long had any explanation to make of the condition. To what did he attribute this pulsation. of the mucous membrane.
Dr. Charles H. Long said he had not noticed the pulsation until his attention was called to it, and had no explanation to offer.
Dr. Frank Brawley stated that in his case repeated Wassermann tests were negative, there was no evidence of syphilis at any time, although the patient was examinlld most exhaustively, and there was no history of syphilis in the case. More than three years had passed since the drainage of the extradural abscess.
About two weeks previously he had seen a case with similar characteristics. There was very severe headache, which the patient attributed to the use of homatropin in refraction. There was some delay in gaining consent to examine the sinuses, but when this was permitted, he found pus streaming down over. the anterior walls of both 'sphenoidal sinuses and from the posterior ethmoid region of both sides. The headache was 'so severe that after a few days the patient consented to operation. Both sphenoids and poster-ior ethmoids were opened and pus was found in large amount in all the cells. Roentgenograms taken before operation showed a very hazy area in the region of the sella and the posterior wall was nearly gone or enveloped in pus. No necrosis was present on the posterior wall of either sphenoid. The patient and his friends were hard to control and it was impossible to get the patient to remain in the hospital. They were able to get only one picture after the operation and that showed almost the same condition that had existed before. It was impossible to get the patient's consent to further operation, although Dr. Brawley thought the case might possibly be similar to the one he reported, or that it might need drainage though the posterior wall.
